ethmoidal cells, ox frontal sinus. Antral suppuration should first be eliminated by puncturing and irrigating that sinus; next, the anterior ethmoidal cells should be opened up, and, if pus still continues to come away in any quantity, there is strong presumptive evidence in favour of suppuration in the frontal sinus. But it is only presumption; for ethmoidal cell suppuration is not definitely excluded, and there are rarely any reliable positive signs of suppuration in the frontal sinus. Transillumination is very unreliable, for the frontal sinuses vary much in size and in the thickness of their walls. The sinus may not be darkened when it is the source of the pus, or it may appear dark when empty, because its walls are thick. The unreliability of probing the sinus will be discussed later.
Questions of treatment cannot therefore be settled by an appeal to statistics, for those bearing on intranasal methods are all invalidated by the fact that a certain diagnosis is only possible after the sinus has been opened externally. This conclusion seems inevitable, and must be carefully weighed when considering the value of intranasal treatment. Generally speaking, there are two principles underlying all the various methods for the cure of suppuration in a nasal accessory cavity. In the one, it is sought to restore the sinus to its normal condition; in the other, to obliterate it. To attain the first of these objects, it is necessary to establish free drainage of the sinus, to remove the pus, and to promote the return to a healthy condition of the lining mucous membrane. In frontal sinus suppuration, much may be done towards this object by thoroughly clearing the approach to the lower end of the infundibulum.
To do this, the anterior end of the middle turbinate should be removed by a typical amputation with combined use of cutting forceps and wire snare. Then, if any Having exposed the bone, the periosteum should be detached from a small area of the supra-orbital margin and inferior wall of the sinus, at a spot vertically above the inner canthus. The piece of bone thus exposed is removed with a chisel or gouge. It is better to open the sinus through its inferior wall rather than through the anterior, as the upper portion of the sinus is less constantly present than the lower or orbital part. It must be remembered that there is no diploe at all in the inferior wall of the sinus, and therefore, when the bone is cut into, should diploic tissue be met with, it may be assumed that the frontal sinus is absent, and the operation should not be persisted in.
Having opened the sinus, a probe is passed in to ascertain its extent, and the opening is enlarged sufficiently to enable its interior to be thoroughly examined. Should pus be found, the skin incision should be prolonged sufficiently to enable the whole of the sinus to be reached, and the periosteum should be detached from its walls. In displacing the periosteum from the inferior wall of the sinus, the pulley of the superior oblique may be detached, but this need cause no anxiety. Temporary diplopia has occurred after operation, but was probably due to effusion into the orbit and not to interference with the muscle; the pulley soon obtains a fresh attachment, and no permanent trouble results.
If the sinus contains polypi, these must be removed, and the bony walls must be very carefully examined for caries, perforations, etc. In a case reported by Lothrop, the patient died three months after operation, from cerebral disease, and a perforation was found in the outer part of the posterior wall, which had probably existed, but had been overlooked, at the time of the operation. The Case 1.?The first, a man ret. 43, became acutely ill fourteen days after operation on the right frontal sinus. The wound was reopened, the walls of the sinus cut away, and the cavity obliterated. In spite of this, repeated subperiosteal abscesses formed in the frontal region, the disease ran an acute course, and the patient died, with signs of cerebral complications, seven weeks after the first operation.
Case 2.?The second case was that of an otherwise healthy girl, set. 21.
One sinus reopened the fifteenth day after the operation, and some pus escaped, but the wound soon closed again, and gave rise to no further trouble. The other sinus healed, but a puffy swelling appeared, seven days after the operation, in the supra-orbital region. The temperature rose slowly from 99? F. to 100? F., and the patient complained of severe headache. An incision let out a mere drop of pus, but the frontal bone was bare and rough and the periosteum greatly thickened. Subsequently, other abscesses were opened, and then an attempt was made to check the spread of the disease, by making a transverse incision right across the frontal region, removing the whole of the external plate of the frontal bone, and thoroughly scraping the diploic tissue. This was followed by temporary improvement, and several sinuses healed, but eventually the osteitis spread to the parietal and temporal bones, the mastoid became affected, and the patient died of cerebellar abscess. 
